Introduction: Aboriginal and Torres Strait Islander children in Australia experience a higher prevalence of disability and socio-economic disadvantage than other Australian children. Early intervention is vital for improved health outcomes, but complex and fragmented service provision impedes access. There have been international and national policy shifts towards inter-sector collaborative responses to disability, but more needs to be known about how collaboration works in practice.
Introduction
In contrast to other countries, the Australian population has access to a first-class universal healthcare system and is relatively healthy [1] . Aboriginal and Torres Strait Islander peoples are an exception to this rule. The gap in health outcomes and life expectancy between Aboriginal and Torres Strait Islander peoples and other Australians has been widely reported [1] [2] [3] . The rate of death for Aboriginal and Torres Strait Islander children is more than twice that for other children [2] . This disparity in health outcomes extends to disability [4] . Increasingly there is recognition of the importance of the social determinants of health and of health as a human right.
Social determinants of health and human rights
Although there are social gradients in the incidence of disability, it is reported that little attention has been paid to research on the social determinants of health in disability policy [5] . Policy has the potential to act as a structural determinant of health [6] . The Australian Human Rights Commission has drawn attention to a number of human rights violations faced by Aboriginal and Torres Strait Islander persons with a disability. These include individual rights to health and education that are impacted by the high levels of socio-economic disadvantage [7] . The link between disability and poverty is bi-directional [8] . In the United States and Canada, indigenous populations also experience the negative impact of socio-economic disadvantage on service access [9] [10] [11] . Racism is another key social determinant of health that negatively impacts service access [12] . Experiences of direct and indirect racism have been linked to distrust of mainstream organizations and providers [2, 13] .
Health disparities in childhood disability
Aboriginal and Torres Strait Islander children experience a higher prevalence of disability than other children [4] . They encounter higher rates of hearing loss [14, 15] which has been linked to the high prevalence of middle ear diseases such as otitis media (OM). Rates of OM experienced by Aboriginal and Torres Strait Islander children are among the highest in the world, similar to those in low income countries and at a level classified by the World Health Organization (WHO) as a massive public health problem [2, 16, 17] . OM is also experienced for longer and more persistent periods by Aboriginal and Torres Strait Islander children (32 months compared with 3 months for other children) [18, 19] . Aboriginal and Torres Strait Islander children have also been found to have a significantly higher prevalence of communication disorders [20] and are 1.3 times as likely to require assistance with selfcare, mobility or communication than other children [21] . Such disparity is also evident in developmental delay [22, 23] . Early intervention is vital as high rates of disability can negatively impact education, speech, language and social development, and employment outcomes [13, 14, 17, 19, [24] [25] [26] . It is also acknowledged that intervening at the early stages of childhood development is more cost-effective than intervening later in life [27] .
Social determinants of health and Aboriginal and Torres Strait Islander childhood disability
Aboriginal and Torres Strait Islander children not only experience a higher prevalence of disability but are also disproportionately affected by socio-economic disadvantage [2] . Almost half of Aboriginal and Torres Strait Islander households are in the lowest income group and are 4 times less likely to be in the highest group than other Australians [2] . Socio-economic disadvantage directly impacts disability for Aboriginal and Torres Strait Islander children [25] who are more likely to experience negative developmental outcomes from disabilities like OM-related hearing loss due to social determinants of health [18] . Addressing the influence of social determinants of health on Aboriginal and Torres Strait Islander childhood disability requires a shift in thinking as they are often considered indirect to the traditional responsibilities of health, education, and social service sectors [25, 28, 29] .
Barriers to service access
Aboriginal and Torres Strait Islander children with a disability and their families face many barriers to service access [25] . A key barrier is the confusion caused by complex and fragmented service provision across government departments and agencies working in professional silos [30, 31] . This lack of integration is often described by a silo approach. A silo refers to systems and processes that operate in isolation from each other.
Policy response to improve service access
The need for holistic and collaborative responses to disability is recognized internationally [8] . The World Report on Disability identifies that policies within health, education and social service sectors all impact on disability outcomes [8] . Nationally, the Australian Government's "Close the Gap" campaign to reduce Aboriginal and Torres Strait Islander disadvantage advocates the need for collaboration across all sectors and levels of Government for effective service coordination [32] . The national policy direction towards collaboration and whole-of-government approaches is reflected in a number of disability-specific policies and strategic frameworks [3, [33] [34] [35] [36] .
Little is known about Aboriginal and Torres Strait Islander children with a disability [4] . Despite the policy push towards collaboration, there has been no systematic attempt to elucidate how collaboration works in practice across and within sectors involved in service provision. Therefore, the current authors set out to answer the question: What are the important components involved in inter-and intra-sector collaboration in Aboriginal and Torres Strait Islander childhood disability? Understanding these components will be essential in improving service provision and access for Aboriginal and Torres Strait Islander children with a disability and their families.
Methods
We conducted an integrative literature review using a systematic approach to identify components of collaboration guided by an investigator-developed protocol.
Eligibility criteria
Disability is a complex concept with no universally agreed definition [8] . For the purposes of this review, disability refers to long-term physical, mental, intellectual or sensory impairments that, interacting with environmental and attitudinal barriers, hinder full and effective participation in society on an equal basis with others [37] .
Included articles focused on Aboriginal and Torres Strait Islander children with a disability and/or their families/ carers, or providers of services to this population (eg from the health, education and social service sectors), and include reference to collaboration or interaction within or across two or more providers/sectors. We included articles in the English language specifically addressing Australian issues. No publication date limits were imposed and all study designs were included be they quantitative, qualitative or mixed methods. Commentaries were also included. Articles were included regardless of whether they were published in peer-reviewed journals or grey literature. Articles were excluded if their sole focus was on adolescent or adult disability or a population other than Aboriginal and Torres Strait Islander peoples.
Search strategy
A systematic electronic database search strategy using Boolean terms was developed in collaboration with a health librarian. Search terms were Medical Subject Headings (MeSH) terms and keywords including derivatives of the key terms 'collaboration', 'child', 'disability' and 'indigenous' (see Figure 1 for an example). The grey literature Figure 1 Electronic database search strategy example*. *Search terms varied slightly for each database.
was searched using variations of the key search terms from each of these groupings.
Information sources
A systematic search of health, education, social science, multidisciplinary and indigenous electronic databases was conducted to identify articles published in peer-reviewed journals. Grey literature was identified through a search of websites of Aboriginal and Torres Strait Islander and disability representative organizations, the National Disability Organisations' Clearinghouse, Trove theses database, and Mednar from 23rd May -4th June 2014. Grey literature identified during the search for articles published in peerreviewed journals was also reviewed.
Study selection
Returned articles published in peer-reviewed journals were imported into EndNote software. One hundred articles were assessed against eligibility criteria independently by two researchers (AG and MD). Any inconsistencies were discussed until consensus was reached. One researcher (AG) assessed the remaining articles.
Data collection
Data were extracted from the original text of included articles by AG into an a priori designed electronic spreadsheet. Data items included the setting, design, disability/ impairment, population, aims, and methods. Data items specific to collaboration were extracted and grouped according to the discipline of providers involved in collaboration, collaborative models, components of collaboration, and key conclusions or recommendations.
Evaluation and analysis
Quality appraisal of the articles published in a peerreviewed journal was conducted as part of a systematic approach to provide an overview of quality, but was not given weighting in the analysis and synthesis of data due to the lack of formal methods for this in integrative reviews. Quality appraisal of all included articles published in a peer-reviewed journal was conducted independently by two researchers (AG-MD or AG-TL) who met to establish agreement on the final rating. Any disagreements were resolved through discussion. The following critical appraisal tools were used: criteria for assessing qualitative literature [38] , the STrengthening the Reporting of OBservational studies in Epidemiology (STROBE) checklist [39] , the Transparent Reporting of Evaluations with Nonrandomized Designs (TREND) checklist [40] , the Mixed Methods Appraisal Tool (MMAT) [41] , and the Measurement Tool to Assess Systematic Reviews (AMSTAR) checklist [42] to assess qualitative, observational, intervention, mixed methods, and review studies, respectively. All included articles were evaluated using the Level of Evidence ranking system by MeInyk and Fineout-Overholt [43] . Data analysis was guided by the narrative synthesis approach by Popay et al. [44] . After developing the preliminary synthesis of findings we searched for a conceptual model. The model needed to provide a holistic framework centered on the child and their family that encompassed the different system levels of collaboration and how they interact with one another. An adaptation [45] of Bronfenbrenner's ecological model for child development [46] represented a conceptual model in which the relationships in the data could be explored at the macro-(government), exo-(organizational) and meso-(provider) system levels (see Figure 2 ). The ecological model has previously been referenced in the context of addressing factors influencing equitable service access for underserved populations with a communication disability [47] . To our knowledge, it hasn't before been applied specifically to service access issues in Aboriginal and Torres Strait Islander childhood disability. This organizing framework reflects factors that interact to achieve a desired outcome and also the impact of social interaction. Addressing each element discretely without considering the interdependency of elements is unlikely to achieve desirable outcomes.
Results
The database search and peer-reviewed article selection is depicted in Figure 3 . Thirteen peer-reviewed articles met inclusion criteria. The majority of studies were qualitative (n = 5) ( Table 1) followed by discussion papers (n = 3) ( Table 2) , observational (n = 2) (Table 3) , intervention (n = 1) (Table 4) , mixed methods (n = 1) ( Table 5 ) and literature review (n = 1) ( Table 6 ). The grey literature search retrieved 18 articles that met the inclusion criteria (Table 7) . In total, 31 articles were included in the review.
The literature predominantly reported on hearing impairment and related disability, such as learning impairments (n = 17). Of the included articles, 14 provided details on 12 different models involving inter-and intra-sector 
Author observations and reflections
No collaboration. The majority of these models centered on collaboration within different areas of the health sector (intra) (n = 5) and between the health and education sectors (inter) (n = 5). Half of the models (n = 6) were set in schools or early childhood centers and the most common model component (n = 6) was a form of capacity building. Overall, the qualitative studies were generally wellreported according to Kitto et al's criteria for assessing qualitative literature [38] that evaluated clarification of research, data collection techniques, justification of qualitative approach, and interpretation. None of the studies reported on whether the sampling techniques supported generalizability and seldom demonstrated transparency of data analysis or researcher reflexivity. The mean STROBE score for the observational studies was 16 out of 22 (73%). Both studies reported well on rationale, study design, setting, variables, data sources, outcome data, and generalizability. Neither study reported on the eligibility/selection of participants, study size or study limitations. The TREND score was 15 out of 22 (68%) for the intervention study, which reported well on background, methods, and results but not generalizability. The mixed method study received a MMAT score of 50% for the qualitative component, reporting well on data sources and relationship between findings and context but not on analysis or researcher influence, 75% for the quantitative component, reporting well on sampling strategy, measurements, and response rates, and 50% for the mixed method component, reporting well on research design but not limitations. The literature review received an AMSTAR score of 78% for the 9 applicable items and reported well on study selection, data extraction, search strategy, study characteristics and quality assessment of studies. The literature review did not provide a list of excluded studies and there was no assessment of publication bias.
The following section provides a narrative synthesis of the findings using the macro-(government), exo-(organizational), and meso-(provider) system levels of the ecological model to demonstrate the components of inter-and intra-sector collaboration in Aboriginal and Torres Strait Islander childhood disability.
Macro-(government) system factors Factor: Structure of government departments and agencies
The siloed structure of health, education and social service departments and agencies was found to impede service integration and the ability of providers to work collaboratively [48] . Siloes of service provision across government departments and agencies and between levels of government [49] negatively impacts service access for families when they have to navigate different waiting lists and assessment processes, and receive disparate pieces of information from professionals working in isolation [48, 50, 51] . The fragmentation and complexity of government services [52] impede opportunities for collaboration, with some providers reporting difficulties in locating and communicating with relevant services [52, 53] . The adoption of a consultative approach across health, education and social service departments has been recommended as a solution for reducing service duplication and fragmentation and is more aligned with the needs of the child-which are beyond the biomedical and include social, cultural, economic and psychological issues [50] .
Factor: Policies
Collaboration at the level of policy making can address the barriers generated by existing structures of government departments and agencies. Formalized agreements like memoranda of understanding (MoU) and collaborative frameworks between government sectors can facilitate collaboration at the level of service provision [54] . MoUs between the health and education sectors have promoted collaboration between health professionals and school staff in screening and treatment of middle ear disease to prevent hearing loss [54, 55] . Frameworks for whole-ofgovernment approaches have been recognized as important in providing coordinated interagency responses [56] [57] [58] . Formalized agreements should focus on detailing a set of long-, medium-and short-term strategies as it 6 months Community acceptance, the practical feasibility of presenting diagnostic information for online consultations, and integration with existing community services were evaluated for feasibility. provides clarity around collaborative programs for local providers [55, 59] .
Exo-(organizational) system factors Factor: Communication -Awareness
Although multiple agencies and services may be involved with the care of a child with a disability, this does not mean that they are all aware of each other's existence, which can lead to duplication of resources [60] . Both families and providers have identified the lack of communication between, and knowledge of, the different agencies and services as a barrier to accessing available support [53] . Raising awareness of collaborative partnerships through the distribution of educational resources across agencies and services facilitates collaboration and the professional development of providers with little knowledge of disability [52, 55, 56] . Distribution of these resources helps providers in remote areas of Australia who have reported feeling like they work in isolation [61] . Advertising collaborative projects and the participating personnel also aids collaboration by reducing the risk associated with providers working outside their professional boundaries [50] . Good community awareness of the organization that is providing a program has also been reported to facilitate the establishment of collaborative organizational partnerships with local services [62] .
Factor: Communication -Lack of role clarity and responsibility
Ambiguity and lack of role clarity and responsibilities of different providers, agencies and organizations is a key barrier to collaboration at the exo-(organizational) system level [57] . The role of Aboriginal Health Workers is unclear to some mainstream providers leading to their underutilisation, despite the important role they play [20] . Formally communicating the role and responsibility of each team member is reported as an essential step when putting into practice an inter-agency or multi-disciplinary model [50] .
Factor: Financial and human resources
Barriers to the uptake and sustainability of collaborative models include difficulty providing them in sectors that are already facing service provision within a tightening financial environment [48] and a lack of the levels of funding required for providing holistic care approaches [63, 64] . Where organizations continue to provide collaborative models of service provision despite lack of appropriate funding they report that this is done so "on sheer good will" [63] with staff often working beyond their normal hours [64] . Building effective and trusting collaborative relationships across different organizations, agencies and services takes time [57, 62, 65] . Collaboration can be impeded when providers lack the time to develop the skills and build the networks required [53] .
Factor: Service delivery setting
The effectiveness of a collaborative program is influenced by the setting in which it is delivered. Collaboration is facilitated by the delivery of mainstream programs in culturally safe environments for Aboriginal and Torres Strait Islander providers, communities and families [51, 53, 66] . Delivering collaborative health services within schools has been reported to reduce the stigma and the socio-economic impact of having to attend services in mainstream settings for Aboriginal and Torres Strait Islander families, while increasing program participation [66, 67] . Basing health services within schools also allows the services to be responsive to local needs and promotes increased awareness of disability and relevant services among education providers [55, 67] . Collaboration between health and education services based in a single setting provides a one-stop-shop, which facilitates the sharing of information between different services and organizations [52] .
Meso-(provider) system factors
A number of key factors of collaboration are found at the front line of collaborative service provision within the meso-(provider) system where the interactions occur between providers, communities and Aboriginal and Torres Strait Islander families and their children.
Factor: Relationships
A key facilitator to collaboration at this level is the coordinator or linking role. The appointment of a person external to the services or agencies involved whose role is to link the different players and act as a trainer, motivator and sustainer can be important to a collaborative interdisciplinary approach [50, 68, 69] . In the context of Aboriginal and Torres Strait Islander childhood disability, this person is usually local to the community (eg a community liaison person, Aboriginal Education Worker, Aboriginal Health Worker) and is a conduit between providers, communities and families, also promoting the cultural competence of services [52, 60, 64, 66, 67, 70, 71] . The effectiveness of the coordinator or linking role in facilitating collaboration is influenced by the individual's characteristics. Being open and inclusive and having personal contacts among decision makers in the organizations, agencies, and services involved promotes collaboration [50] . The effect of individual characteristics on collaborative relationships extends to providers. Collaboration can be impeded by specialist providers choosing to only draw knowledge and skills from their traditional disciplines [48] . Aboriginal and Torres Strait Islander provider experiences of racism and historical trauma can obstruct engagement with mainstream services [53] . Awareness of cultural difference and individual attitudes [72] and getting along well with people [66] are individual provider characteristics that can facilitate collaborative relationships. Transience and turnover of key staff can disrupt collaborative efforts [50, 56, 68] .
Building relationships integral to collaboration at the local level is facilitated by face-to-face provider engagement and 'linking' with communities [48, 58, 73] . Providerto-provider engagement is facilitated by demonstrating mutual respect and understanding [50, 72] , having access to direct links for communication, and using open and respectful communication strategies [50, 51] . The importance of engagement is reflected in the collaborative Specialist Integrated Community Engagement (SpICE) model that is based around the concept of 'linking' different sectors and the community through engagement to build social capital and a 'community of learners' to sustain the collaborative process [48] . Engaging the community can be important to the success of collaborative programs [74] and tapping into existing collaborative relationships in the community can facilitate the engagement process [67] . Where a mainstream organization is unknown to a community, attending interagency meetings in the local area by their providers can facilitate engagement with Aboriginal and Torres Strait Islander organizations [62] .
Factor: Inter-and intra-professional learning
The modeling of inter-and intra-professional collaboration by clinical educators from different disciplines for university students on placement has been reported to facilitate a well-coordinated and holistic approach to learning [72] . The sustainability of collaborative practices is increased by empowering students to incorporate the lessons learned into their future practice [72] . Inter-and intra-professional learning also facilitates collaboration by creating supportive relationships between providers from different disciplines [66] .
Discussion
The findings of this review depict a national snapshot of collaboration addressing the limited understanding of how collaboration works in practice in the field of Aboriginal and Torres Strait Islander childhood disability. The complex nature of childhood development, particularly for Aboriginal and Torres Strait Islander children, has seen recognition of the need for a shift from a purely medical view of disability to collaborative approaches that also take into account social and environmental factors [47, 48, 53] . Divisions between mainstream, specialist and non-mainstream services can result from top-down approaches that do not work for addressing complex problems which require 'buy-in' to collaborative approaches at all levels [30, 75] . In the move towards collaboration, however, it is important to recognize that collaboration is, in itself, a complex concept which has the potential to inspire innovative solutions or create frustration [76] . Further research is required into collaborations in Aboriginal and Torres Strait Islander childhood disability to maximize the potential, and minimize any negative impacts, of collaborative approaches. The paucity of research on Aboriginal and Torres Strait Islander children with a disability [4] also means exploring the experiences of children and their families in accessing services is important to completing a holistic picture in order to improve service access.
The importance of respectful communication and culturally appropriate program delivery as found in this review demonstrates the need for cultural competence as a central pillar of collaboration in Aboriginal and Torres Strait Islander childhood disability. Cultural competence requires promotion of attitudes, knowledge and behavior at individual, institutional and systemic levels in order to deliver effective care for Aboriginal and Torres Strait Islander peoples [77] . Culturally competent organizations and systems need to be reflective of the diverse populations they serve, including at leadership and management levels, and through policies which facilitate cross-cultural communication and access [78] . An increased focus on cultural competence may help to address the negative impact of racism on service access and provision.
Although the review focused on Aboriginal and Torres Strait Islander children and is not necessarily generalizable to other indigenous populations, similar health disparities are experienced by indigenous populations worldwide [9, 10, 47, 79] . Investment of time as a facilitator to building sustainable collaborations in the face of government policy and funding cycles is reflected in Canada's collaborative Aboriginal Head Start program to improve indigenous child development outcomes. A key element to the positive impact of the community-based program is the time it took (more than a decade) to establish credibility within communities and build a trained and experienced workforce to work collaboratively [9] . Long-term commitment to sustainable and collaborative relationships with indigenous organizations and communities is also a strategy identified by Aboriginal and Torres Strait Islander organizations to achieve genuine partnerships [80] .
Building workforce capacity has been recommended as a key element in improving service access for people with a disability and addressing the social determinants of health [8, 47] . Health providers, in particular, have been identified as key players through advocacy, working in partnerships, and working with communities [81] . Collaboration is more likely to be achieved through personal relationships than imposed structures [82] , further emphasizing the important role of health, education, and social service providers in improving service access for Aboriginal and Torres Strait Islander childhood disability through collaboration.
Limitations
The conclusions of systematic reviews are inevitably limited by the breadth and quality of the research available for inclusion. Literature relevant to the topic of interest has been mostly discursive, with only eight empirical studies published in a peer-review journal, only one of which has tested an intervention. The focus of the review on Aboriginal and Torres Strait Islander children with a disability across Australia may mean that it is not generalizable to indigenous populations in other countries or to specific Aboriginal and Torres Strait Islander populations within Australia. This review provides a broad national snapshot of collaboration, but further research within specific local contexts is required to explore ways collaboration can improve access and be responsive to local needs [8, 80] . Due to the focus of the review on interand intra-sector collaboration, no data for the microsystem of the family and the individual child were collected. The intra-and inter-personal factors and interactions at this level, however, both influence and are influenced by the factors of collaboration at the meso-(provider), exo-(organizational) and macro-(government) system levels.
Conclusions
The policy shift towards inter-sector collaborative approaches represents a strong opportunity for the health, education, and social service sectors and their providers to work collaboratively with each other in innovative ways. As this review has shown however, collaboration is not a simple concept. Many barriers and facilitators exist at the macro-(government), exo-(organizational) and meso-(provider) system levels that influence the effectiveness of collaborative efforts. By identifying the components of inter-and intra-sector collaborations this review provides information to guide future efforts at developing collaborative solutions to improve service access for Aboriginal and Torres Strait Islander children with a disability and their families. Competing interests MD, PD, PA and JD authored two of the articles included in the current review. Quality appraisal of these articles was conducted by AG and TL to reduce bias, and quality appraisal did not influence the findings of the review. The author(s) declare that they have no other competing interests.
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